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For their evaluation, the authors utilised ultrasound B scan technique, which has been employed for more than 50 years to identify several ocular and orbital diseases. Unluckily, it has been demonstrated to be quite untrustworthy for measurements of small structures such as ONSD, due to the so-called blooming effect. [2] It is caused by the absence of a standard sensitivity setting in performing this examination and this means that, when decreasing the gain, the ONSD will show larger measurements compared to the ones acquired with an increased gain.
However, this effect could be unimportant when large lesions need to be evaluated, but will definitely be very significant in case of lesions less than 0.5 mm, where also few microns could influence the interpretation of the ONSD.
For this reason, to overcome the aforesaid pitfalls, we would like to advise to use the Standardised A Scan. It is a blooming effect-free ultrasound technique that displays easily noticeable hyperreflective spikes from the interface between arachnoid and subarachnoidal fluid, making these measurements objective and exact, thereby providing more accurate and universal reference range values. [3] Moreover, A scan examination permits to perform the '30 degrees test', which allows us to distinguish between an ONSD increase caused by raised intracranial pressure related to increased subarachnoidal fluid, and that one associated with other diseases, such as optic neuritis or optic nerve meningioma. [4, 5] Lastly, we would like to suggest performing ocular ultrasonography with open eyelids, using methylcellulose and anaesthetic drops, to clearly visualise the eye, making the probe orientation much more accurate, which would help in avoiding errors in detecting gaze direction. [6] Financial support and sponsorship Nil.
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Problems in beginning a ``POEM''
Sir, Peroral endoscopic myotomy (POEM) is a minimally invasive treatment for achalasia cardia. Pneumoperitoneum and pneumomediastinum are the most common complications reported for this procedure which resolve spontaneously, but can be life threatening. [1] We report two consecutive cases of tension pneumothorax when we started POEM in our institution.
A 48-year-old male patient weighing 50 kg diagnosed with achalasia cardia and with no known co-morbidities was scheduled for POEM in supine position under general anaesthesia (GA) with endotracheal intubation. After modified rapid sequence intubation, patient was placed on a combination of air, oxygen and sevoflurane with muscle relaxants. During the procedure, there was an increase in airway pressures up to 45 cmH 2 O and increase in ETCO 2 to 55 mm Hg with SpO 2 of 97%. Despite appropriate changes in ventilator parameters, the patient worsened, oxygen saturation further dropped to 70%, he developed hypotension (88/54 mm Hg) and bradycardia, and ventilation became difficult. An urgent fluoroscopy showed bilateral pneumothorax. Bilateral needle decompression and chest tube insertion improved the patient's haemodynamic and respiratory status. Once stabilised, the procedure was completed without any further issues. He was ventilated overnight and extubated. Post-procedure leak test was negative and he was discharged on the 10 th post-procedure day.
Another 50-year-old male patient weighing 48 kg was taken up for a similar procedure. During the procedure, there was an increase in ETCO 2 to greater than 60 mm Hg and airway pressures of 45 cmH 2 O with a "tight bag". Tension pneumothorax was suspected, and immediate fluoroscopy confirmed the diagnosis. Needle decompression and chest tube insertion relieved the symptoms. POEM was completed. Patient was extubated on post-operative day (POD) 1 and discharged on POD 7 after a negative leak test.
Two patients developing the same complication cannot be considered as a coincidence and we evaluated the cause. Stepwise analysis showed that the gas pipeline was directly connected to the endoscope and the gas flow kept at 2 l/min. Although considered as normal
